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Finally, the synchronous operation is ideally suited for the training of the young surgeon in rectal dissection. While one surgeon supervises his assistant in the perineal dissection, the other surgeon supervises his assistant or completes the abdominal operation himself. In this way there is the minimum loss of time and the safety of the patient is not impaired.
The synchronous operation has now a wellestablished position in the surgery of rectal cancer and is becoming increasingly the method of choice. In the average case there can be no difference between the results of the three established methods of rectal excision. However, in the advanced cases, where the growth is bulky and adherent to the pelvis or other organs, the synchronous combined operation may often be the only method by which excision is possible and some good results can be obtained.
Anterior Resection
London ANTERIOR resection has now become an established procedure for the radical treatment of carcinoma of the rectum and rectosigmoid in selected cases. The important work of Ernest Miles (1908) on lymphatic spread and the morbidity, operative mortality and recurrence rate of certain conservative procedures in the past has restrained most surgeons from using such methods. Reassessment of the mode of spread of rectal carcinoma, the advent of bacteriostatic and bactericidal drugs, advances in surgery as a whole, and in anisthesia, have changed the scene. During the past twenty-five years the Davids of restorative surgery have prepared themselves to meet the Goliaths of combined excision, to decide whether all rectal growths should be subjected to the most radical operation possiblecombined excision with a colostomy-or not.
LYMPHATIC SPREAD Downward spread.-The work of Westhues (1930, 1933) and Dukes (1939, 1940) Since 1948 the use of 1: 500 mercury perchloride has been an important factor in diminishing this risk. In 148 anterior resections local recurrence took place in two cases, one as the result of a faulty exclusion clamp which slipped and the other probably due to an error in selection.
CRITERIA FOR RESTORATIVE OPERATIONS
The following criteria are necessary before a restorative operation for carcinoma of the rectum is contemplated:
(1) Type of operation.-The operation must have a low mortality and morbidity rate and allow normal defxcation in all cases. The upward lymphatic field removed should be the same as that procured by combined excision, and the rectum with its mesorectum excised en bloc for a minimum distance of 5 cm. below the lower border of the growth.
Anterior resection can fulfil these requirements and is the operation of choice.
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Abdomino-anal resection is of value in a small minority of cases, particularly as a palliative procedure for cancer, though the functional result may not be perfect.
In our hands the unsatisfactory control following the pull-through types of operation has made us discard these procedures.
(2) Site of growth.-The growth should be situated not less than 10 cm. from the anus on sigmoidoscopy, and at operation above the peritoneal floor. The peritoneal relationship and the distance of the growth from the anus together form a useful yardstick for judging the site of the growth.
(3) Extent and histology of growth.-An advanced growth, or one of a high grade of malignancy, is unsuitable for anterior resection, owing to the likelihood of local recurrence. Except in a few cases, combined excision is then the most satisfactory procedure.
(4) Hepatic secondaries.-When it is possible to remove the primary growth completely and there are irremovable hepatic metastases, anterior resection is a desirable operation. It is unwise, however, to risk the chance of local recurrence in growths unsuited for restoration of continuity, even though the prognosis is hopeless.
(5) Build of patient.-In fat patients with a short fatty mesentery and small pelvis a radical operation may sometimes be difficult and restoration of continuity under these conditions may be unwise.
(6) Associated pathological conditions.-Malignant infiltration of other pelvic organs, extensive diverticulitis or ulcerative colitis are contraindications to the operation.
In 573 major operations for carcinoma of the rectum and rectosigmoid, 154 (26-9 %) were considered suitable for restoration of continuity.
COMPARISON OF RESULTS FOLLOWING ANTERIOR RESECTION AND COMBINED EXCISION
From a personal series of 573 major operations for carcinoma of the rectum and rectosigmoid, the following facts emerge:
The operability (resectability) rate for all cases was 94 5 %.
The operative mortality rate following 395 synchronous combined excisions was 3 8 % and for 150 anterior resections was 5 3 %.
It is worthy of note that the operative mortality rates for those cases operated upon at St. Mark's Hospital-synchronous combined excision 3.0%, and anterior resection 3-4%were almost equal.
Comparative survival rate.-In order to make a true comparison of survival following combined excision and anterior resection, it is essential to take into account the site and the extent of the primary growth, and the age and sex of the patient.
The uncorrected survival rates of radical operation are 631 % for anterior resection and 55-10 for synchronous combined excision, The better results following anterior resection are explained by the fact that, in general, the more favourable cases were chosen for this operation. Mayo et al. (1958) reported a similar uncorrected survival rate of 61 % following anterior resection for growths at or above 10 cm. from the anus. The true comparison of survival rates is seen when the figures are corrected for site and extent of growth, and age and sex. It is found that there is little difference between the two operations-combined excision 7855%, and anterior resection 76-9 0. The gratitude of those patients fortunate enough to be free of a colostomy is ample reward for the extra effort taken in selection and in the performance of anterior resection.
Is the Continuance of Ultra-radical Operations for Cancer of the Colon and Rectum Justifiable ?
Minneapolis, Minnesota WITH improved methods of pre-operative preparation, more adequate anesthesia, better patient support during operation and improved post-operative care, the surgeon has been able greatly to increase the extent of his surgical procedures. This has naturally led to attempts to cure a greater number of patients suffering from cancer of the rectum and colon by extending the scope of surgical operations. Since at present operations may be extended almost indefinitely it becomes necessary to determine at what point an operation ceases to be of advantage to the patient and becomes detrimental to his interests.
In determining the advisability of an operation certain fundamental questions must be considered. Among them are: the risk involved, the probability of cure or, if not cured, whether the patient can be made more comfortable or his life prolonged. If the risk to life is prohibitive or if, following the operation, the patient is likely to be miserable and a burden to himself and family, it might be questioned whether recommendation of the operation is wholly justifiable. We do know that operations can and have been carried to a point where the patient is left in a deplorable condition or has suffered grievous complications without a commensurate increase in life expectancy or relief of symptoms.
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